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EXECUTIVE SUMMARY 
 
Our lifestyles are known to be very important factors influencing our risk of ill health 
and premature death. Health and lifestyle surveys have become an established 
method of gathering information on these factors.   
 
Guernsey has carried out a survey every five years since 1988.  The survey process 
was the same as in previous years in order to monitor change over time.  Each of our 
practices provided a sample of 500 people aged 18 to 74years old.  The response 
rate of 49% was good for these types of surveys, with response rates varying as 
expected among different age and sex groups. 
 
The 2008 Guernsey ‘Healthy Lifestyle’ Survey asked people about their general 
health, smoking, consumption of alcohol containing drinks, weight and diet, exercise, 
strain and stress, sunbathing, pregnancy, and use of certain health checks and 
clinics. In 2008, new information was collected on household income, daily 
consumption of fruit and vegetables and consumption of alcohol containing drinks. 
 
The good news is 52% of responders said they had never smoked.  Smoking is 
estimated to be the most important cause of preventable premature death and ill 
health on Guernsey.  Smoking prevalence in 25-64 year olds has reduced from 33% 
in 1988 to 20% in 2009.  Over three-quarters of smokers said they started when 
under 19 years old.  However, while a lot has been achieved around smoking, a 
great deal more requires to be done. 
 
Obesity remains an issue with 60% of men and 48% of women in the overweight or 
obese category.  Diet and exercise are key contributors to this situation.  Only 17% of 
men and 28% of women said they ate five or more portions of fruit and vegetables a 
day, and there was a mismatch between what people said they ate and their 
perception of whether their diet was healthy.  Three-quarters of people said they did 
not take part in sport or recreational activity for at least 30 minutes on five or more 
days in the previous week.  Nearly half of women and a third of men said they did not 
have enough recreational exercise, the predominant reasons considered to be lack of 
leisure time and lack of incentive.  
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Alcohol containing drinks remain a major issue. One in five respondents drank 
alcohol every day.  A higher proportion of men at every age drank alcohol above the 
lower risk levels of consumption, varying from two-thirds of men under 25 years old 
to one-third of men aged 65-74 years. 
 
Mental health issues worldwide are a very important cause of disability.  In Guernsey, 
very few people were completely free of stress, and a quarter said they experienced 
a large amount of stress, significantly more women than men. A wide range of factors 
caused stress, with pressures at work being the predominant one affecting at least 
30% of people frequently, and 6% said they were constantly stressed by pressures at 
work.  
 
Approximately 40% of the population feel they do not have enough recreational 
exercise, with nearly half of the women and a third of men feeling they do not have 
enough exercise.   The predominant reasons for them is lack of leisure time and lack 
of incentive.   These are clearly areas that need to be explored more fully. 
 
The survey indicates there are still very many challenges for the people of Guernsey 
if they wish to improve their chances of a longer and healthier life.  There also remain 
major challenges for Government, businesses and the voluntary services in helping 
create a healthy environment and in making healthy lifestyle choices easier for us all. 
 
Stephen Bridgman September 2009 
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1.  AIMS AND OVERVIEW 
 
The Health and Social Services Department aims to ‘promote, protect and improve 
the health and well being of all, through the provision of hospital, community, social 
and health services’. 
 
To achieve this, it is important to conduct regular health surveys to better: 
• identify the health needs of the population, 
• assess their current level of knowledge, understanding and practice of 
those factors which contribute to better health, 
• measure changes over time, 
• evaluate effectiveness of health promotion programmes and other 
initiatives, 
• review and revise health promotion priorities.    
 
The 2008 Guernsey ‘Healthy Lifestyle’ Survey asked questions on general health, 
smoking, diet, exercise, drinking, stress, sunbathing, and utilisation of various 
services.  The data will be used to evaluate the effectiveness of current programmes, 
and to review Health Promotion priorities. 
 
This was the fifth Guernsey 'Healthy Lifestyle' Survey - the first was completed in 
1988, and they have taken place at five-yearly intervals.  The Survey was again 
conducted in collaboration with three main group Family Practices on the island, and 
our thanks are due to them for their co-operation and help in the random selection of 
adult patients from their practice lists. 
 
In this Survey it was decided to keep the sample size as 1,500, similar to the 2003 
survey, and a formal reminder notice was sent to non-respondents. 
 
The study was conducted by the Centre for Health Services Studies at the University 
of Kent, and our special appreciation and thanks are due to Linda Jenkins, Charlotte 
Hastie and Tony Rees of that Department for their help in the development of the 
survey instrument, collation and analysis of the health data, and their contribution to 
the production of the final Report.  
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It is hoped that this collaboration will continue, and that we can look to further 
surveys in the future, to update our knowledge and understanding of those health 
factors we need to tackle in order to ‘promote, protect and improve the health and 
well being of all’. 
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As in 2003, a total sample of 1,500 adult patients (age 18 and over) was selected 
from the three groups of Family Practitioners based in the island.   
 
Each practice was asked to select 500 patients from their list, by randomly selecting 
a start number then taking every tenth patient.   
 
In the Healthcare Group, the practice computer was asked to select every 10th 
patient between the ages of 18-74 to a total of 500 patients.  These were then 
manually checked to exclude patients who were known to have died or left the island. 
 
In the Queen’s Road Group, random lists of patients from the database were 
generated for each family practitioner, and shown to the doctor to confirm or 
otherwise that these people could receive a survey. 500 were then randomly selected 
from those felt to be eligible. 
 
In L'Aumone and St Sampson’s Group, the computer was asked to randomly select 
the first 500 patients who met the survey criteria from all patient records.  These were 
then manually checked to exclude patients who had died, left the island, etc. 
 
In all three practices, the Questionnaire was accompanied by a standard letter signed 
by the Practice Chairman, explaining the purpose of the survey and requesting their 
participation.  The text of the letter is shown in Appendix 1.  
 
Questionnaires and mailout 
 
The 2008 questionnaire was similar to the one that was successfully used in 2003.  
Improvements were discussed and agreed between the island’s Health Promotion 
Unit (within the Health and Social Services Department Public Health Directorate) 
and the survey unit in the Centre for Health Services Studies at the University of 
Kent.  Discussions focused on making sure the survey continued to cover Public 
Health priorities, improving parts of the survey that had not yielded much information 
or performed very well in 2003, and enabling comparisons to be made with other 
published data.  The questionnaire in 2008 contained new questions on household 
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income, fruit and vegetable consumption and aspects of problem drinking.  Questions 
asking for views on the benefits of exercise, and on smoking in public places were 
dropped.  The question on how people had made changes to their diet was 
simplified, and the survey asked about the units of alcohol drunk on different days of 
the week.   
 
The full text of the questionnaire is shown in Appendix 2.   
 
Envelopes were filled ready for the launch on 6 October 2008, when publicity was 
obtained through the media.  Reminder letters were sent out to those who had not 
replied on 27 October 2008.   
 
By the end of 2008, the fieldwork was complete. 
 
Response and data processing 
 
In all 735 questionnaires were received, representing a 49% response from the 1500 
sent out.  This was the response rate hoped for, and the level regarded as 
acceptable for a survey of this kind.  Considering that in the UK response rates have 
been falling over recent years, to get exactly the same response rate as the previous 
survey was a good result.   
 
The completed questionnaires were sent to the University of Kent for data entry using 
Formic optical scanning software.  Statistics package SPSS version 17.0 was used 
for processing the data, tables and analysis.   
 
The overall quality of completing the questionnaires was good, with clearly marked 
replies.  The optical scanning software raised ambiguities and uncertainties during 
scanning that were dealt with immediately.  To complement the automatic checks, a 
further manual check was carried out on all ID numbers and all written in replies, 
which were frequency of physical activity, height, weight, units of alcohol consumed, 
health state, and how long people had lived on the island.  Further checks and 
cleaning used frequency distributions for each variable to find implausible responses, 
and cross-tabulations for conflicting responses.  All these were corrected when a 
response could be determined with certainty, and if otherwise, they were left as blank 
or missing responses. 
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Reporting and statistical analysis 
 
The report follows the same format as in 2003 - it is largely descriptive and presents 
the overall findings from each question in the survey.  It is recommended that a fuller 
analysis follows this report. 
 
As in 2003, not all respondents answered all the questions, for example, some 
people did not give their age, gender, or other details.  This means that they do not 
appear in any tables that require the missing information.   
 
A similar range of missing responses was found in 2008 compared to 2003, and for 
some key questions completion was slightly better.  For example, in 2008 only 2% 
(15 people) failed to give their age and gender, and other demographic questions 
were missed by no more than 5%, with the exception of the new question on 
household income which 13% failed to answer.  Missing responses of up to 5% are 
generally regarded as acceptable, and this standard was frequently met in 2008.  
The few important questions with a higher percentage of missing answers were the 
visual analogue scale for health status (6% did not answer), weight (10%), with the 
result that it was not possible to calculate body mass index (BMI) for 11%.  The latter 
illustrates where missing answers can identify a reluctance to reveal or acknowledge 
some aspect of health and lifestyle.  More missing answers occur for questions 
where respondents think the question did not apply to them, or if there is no response 
option that suits them.  Examples of these were not answering questions on change 
to diet (median missing 14%), for causes of anxiety or stress (median missing 17%), 
and for things that reduce stress (median missing 14%).  As already mentioned, 
tables use only non-missing responses, so variables cross-tabulated by age and/or 
gender will not display all 735 respondents, and in addition, the variable being 
summarised may have missing responses too.  Row and column totals are shown to 
make it clear how many people are included in each table. 
 
Results have been compared to previous Healthy Lifestyle Surveys in Guernsey in 
1988 (1), 1993 (2) ,1998 (3) and 2003 (4), and also to the Health Survey for England 
1993 (5), 1996 (6), 2002 (7) and 2007 (8). 
 
SPSS version 17 was used for tables, figures, significance tests and confidence 
intervals. 
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To show the statistical strength of an association, Pearson χ2 or other appropriate 
tests have been applied.  A significance level of p < .05 demonstrates a statistically 
significant difference, whilst a level of p < .001 is highly significant.   
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3.  DEMOGRAPHY 
 
This chapter covers questions 46-52 in the questionnaire (see Appendix 2).  The 
responses have been compared to the population of Guernsey (Table 3.1).  It should 
be noted that the survey was sent to a sample of people aged 18-74 years, and that 
this will account for some demographic differences between survey respondents and 
the population of Guernsey. 
 
Differences between the population and the survey respondents can be due to 
problems with the sampling frame and to the variations in who responds.  The Family 
Practice lists are subject to some biases, as they do not include people who are not 
registered, and addresses can be out of date for those who move house frequently or 
rarely consult their family practitioner.  Patterns of non-response for health surveys 
are fairly well established, with men and young people being less likely to respond.  
Response rates are usually less good for the very elderly or ill, and those living in 
areas of greatest deprivation.   
 
The comparison between responders and the population from the 2001 Census 
indeed showed that the survey contained more responses from women and people 
between 45 and 64 years old, and fewer men and people in the youngest and oldest 
age groups (also shown in Fig 3.1).  In 2008, compared to the Census figures, survey 
coverage was also poorer for those who had only lived on the island for 0-5 years, 
and those in rented accommodation. 
 
Household income was asked for the first time in the 2008 survey.  Most people 
(38%) gave their household income as £30,000 to £59,999 income category, with this 
tailing off to 4.9% receiving less than £10,000.  10.5% gave household income as 
£100,000 or more. 
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Compared to 2003, there was a lower response from people aged 35-44, and a 
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The question on people’s current work situation highlighted gender differences, with 
more men being employed full-time or self-employed, and more women were working 
part-time or looking after the home/family.  There were also more retired men.  
Compared to 2003, there had been a shift for women from housework into paid 




Annual household income also showed gender differences, with more men in the 
highest earning category, and comparatively more women in the £10,000-£19,999 
income bracket (Table 3.4).  
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4.  GENERAL HEALTH 
 
This section covered questions on how people rated their health and lifestyle, and 
whether they had long-standing illnesses or conditions (see questions 1-2 and 40-45 
in Appendix 2). 
 
Those replying to the survey were very positive about their lifestyle, with over 90% 
saying it was very healthy or fairly healthy, and 9% rating it as not very healthy or 
unhealthy (Table 4.1).  Hardly anyone ticked the unhealthy box.  There was no 
difference between men’s and women’s ratings.  Although more people in 2003 had 





There were no significant differences across age-groups for how healthy people 
rated their lifestyle (Table 4.2).  People aged 65 and over, were just as likely as those 
in younger groups to say they led a healthy lifestyle.  These even results across age-
groups were in contrast to replies in 2003, when the younger age-groups (people 
under 55) were more likely to rate their lifestyle as not very healthy compared to the 
older age-groups (55+) where very few rated it as anything less than very/fairly 
healthy.  As in 2003, the results by age were broken down by gender, the figures 
were quite similar for men and women (Tables 4.3, 4.4).  Looking at all three 
variables together, the group most likely to say their lifestyle was very healthy was 
women age 65-74 (25.6% and a 95% confidence interval of 14.2%-38.9% meant this 
group was significantly different).  Men age 25-35 were most likely to say their 
lifestyle was not very healthy (a non-significant difference). 
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The survey asked about long-standing illness, disability or infirmity to include chronic 
conditions that have an impact over time (Table 4.5, Fig 4.1).  30% said they had 
such a problem, with more long-term conditions reported by men compared to 
women (not a statistically significant difference).  The proportion with long-term 
illness was slightly down on the 34% in 2003, but the pattern between men and 
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There was a significant relationship between age and long-term illness as might be 
expected.  Approaching half those aged 65+ had a long-standing condition, whereas 
this fell to 16% for those under 35 years old (Table 4.6, Fig 4.2). 
 
 




For nearly all age-groups there were more men than women reporting long-standing 
illness, disability or infirmity (Tables 4.7, 4.8). 
 
 




The survey asked whether people had any problems with mobility, self-care, usual 
activities (work, study, housework, family or leisure activities), pain/discomfort, and 
anxiety/depression (Table 4.9).  Most people had no problem with the first three of 
these, whereas larger proportions suffered to some extent from pain/discomfort 
(31%) and anxiety/depression (26%).  Women were significantly more likely to report 
anxiety/depression. 
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Problems with mobility and pain/discomfort were suffered significantly more among 
older people (Table 4.10).  Anxiety and depression were reported most among 
people aged 18-24 and least for those in the oldest age-groups, but due to small 
numbers these findings are not statistically significant.  The findings on these 
questions were unchanged from 2003. 
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A visual analogue scale was used for people to rate their health state from 0 (worst 
imaginable health) to 100 (best imaginable).  The score was converted into the 
categories shown in table 4.11 and plotted in figures 4.3 and 4.4 .  Most people used 
the top half of the scale and average health state was 78.  There was no difference 
between men and women, and although overall there was a small increase in health 
state across increasing age-groups, this was not significant.  Findings were similar to 
the previous survey. 
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The five questions on mobility, self-care, usual activities, pain/discomfort, 
anxiety/depression and the health state score are designed to combine into a single 
score (EQ5D).  This combined health score showed a very gradual decline with age, 
and the best score was for men aged 25-34.  Apart from the 25-34 age group, there 
were no significant differences in EQ5D by age and gender (Fig 4.5). 
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5.  SMOKING 
 
This chapter gives the responses to questions 20-28 in the questionnaire (see 
Appendix 2).   
 
One in six (117) respondents smoked, 13% smoked tobacco every day and 3% 
smoked less often.  Table 5.1 shows that 16% smoked, and that smoking was more 
common for men (18%) compared to women (15%).  Over half the respondents said 
they had never smoked, and approaching a third had given up, with significantly 
more of the ex-smokers being male, and those who had never smoked being female.   
 
 
Smoking varied across age-groups, with younger people being more likely to smoke 
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There were very high levels of smoking among young men, with nearly half the male 
respondents aged 18-34 being smokers.  It is worth noting that nearly a quarter aged 
25-34 had given up, and these ex-smokers were nearly all women (Tables 5.3, 5.4, 
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Compared to the 2003 survey, there had been some substantial changes in smoking 
levels, not all for the better.  The percentage of smokers went down from 23% to 18% 
for men, and from 19% to 15% for women.  Reductions were particularly notable in 
the number of women under 25 smoking (dropping from 44% to 19%), and there 
were fewer men aged 35-44 and over 65 smoking.  On the other hand, there was a 
large increase in smoking among men aged 25-34, but although this went from 30% 
to 47%, the difference in the proportions was not statistically significant (z=1.37). 
 
Comparison with England trends 
 
Smoking in Guernsey has been compared with figures for England over the last 20 
years (Tables 5.5, 5.6, Figs 5.4, 5.5).  For the majority of adults (those age 25-64) the 
prevalence of smoking has been falling in both countries, and has fallen more steeply 
in Guernsey.  There has been a rather different picture among people under 25, as 
their smoking levels have generally been high, and higher in Guernsey.  In 2008 
smoking levels were still very high for young males on the island (46% with 95% 
confidence interval 16-75%), but had dropped to 19% for young females (95% 
confidence interval 4-33%).  Up until now, smoking among older people in Guernsey 
has generally highlighted a gender difference, being higher for men and lower for 
women, however in 2008 the percentage of men over 65 smoking dropped to 2%. 
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Table 5.5 - Smoking prevalence over time for males in Guernsey and in England 
 Age category 
Survey year 18-24 25-64 65-74 
Guernsey healthy lifestyle surveys 
1988 35% (7/20) 33% (55/167) 29% (10/34) 
1993 40% (10/25) 31% (56/178) 23% (11/47) 
1998 53% (10/19) 23% (48/213) 25% (11/44) 
2003 53% (10/19) 23% (48/206) 10% (4/41) 
2008 46% (5/11) 20% (46/228) 2% (1/46) 
England health surveys 
1993 32% (333/1042) 30% (1588/5305) 18% (241/1369) 
1998 41% (337/823) 30% (1471/4886) 14% (201/1391) 
2003 33% (538/1627) 29% (651/2220) 12% (80/648) 
2007 25% (N=481) 27% (N=2274) 14% (N=337) 
 
 






































Table 5.6 - Smoking prevalence over time for females in Guernsey and in England 
 Age category 
Survey year 18-24 25-64 65-74 
Guernsey healthy lifestyle surveys 
1988 41% (13/32) 30% (63/208) 15% (8/52) 
1993 43% (17/40) 24% (50/208) 9% (7/74) 
1998 43% (18/42) 27% (111/415) 5% (3/57) 
2003 44% (14/32) 18% (62/339) 6% (3/47) 
2008 19% (5/27) 15% (54/352) 10% (5/49) 
England health surveys 
1993 32% (360/1124) 29% (1686/5817) 15% (287/1929) 
1998 38% (366/964) 29% (1697/5846) 15% (274/1873) 
2003 35% (673/1903) 29% (769/2697) 13% (110/871) 
2007 26% (N=454) 23% (N=2320) 13% (N=373) 
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In Tables 5.5 and 5.6, the small numbers of males and females under 25 in the 
Guernsey survey lead to wide confidence intervals, going from +/- 15% to +/- 29%, 
whereas for the other age-groups the 95% intervals vary between +/- 4% to +/- 15%.  
The 95% confidence intervals for a proportion p are +/- 1.96 * sqrt[(p * (1-p) / n]. 
 
The smoking habit starts at a very young age for many on the island (Table 5.7).  
Three-quarters of smokers and ex-smokers said they started smoking regularly 
before they were 19, and a quarter said it was before they were 15 years old.  This 
has not changed from 2003. 
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There is a tendency (not statistically significant) for those who started smoking under 
the age of 15 to be heavier smokers;  23% of those who started under 15 smoked a 
pack or more of cigarettes a day compared to only 8% of those starting after 18, and 
those starting young were less likely to be light smokers (23% compared to 42% for 
those starting after 18).  There were fewer survey respondents in 2008 smoking 2 
packs a day, but the numbers were too small to be confident about this reduction 
(Table 5.8).  There is a distinction between daily and occasional smokers in the 
number of cigarettes smoked per day, with most occasional smokers (94%) smoking 
less than 10 per day, compared to 26% of daily smokers consuming cigarettes at this 
low level.   
 
Ex-smokers were asked how recently they had given up smoking regularly (Table 
5.9).  Most had stopped for at least 10 years.  Nearly 8% (18 out of 229) had given 
up in the last year, a figure which had not changed since the last survey.  Giving up 
did not appear to be associated with age of starting (Table 5.10). 
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There is no difference between daily and occasional smokers in whether they would 
like to give up (60% do).  The tables show daily and occasional smokers combined 











When those who would like to give up (60%) were asked whether they were likely to 
do so, in the next month, year or unlikely to give up, a substantial proportion (76%) 
said they did intend to give up in the next month or year (Table 5.15, 5.16).  
Comparing these figures with previous surveys, the proportions of smokers who 
would like to give up is lower than the high 69% seen in 2003, and more in line with 
the 54% found in 1993 and 58% in 1998.  Intentions for giving up have not changed 
overall, and there remain more men that are unlikely to give up than women.  
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Everyone was asked what factors might help people to give up smoking (Table 5.17).  
There was a noticeable increase in the number of people ticking each option 
compared to the 2003 survey.  For example, more than twice as many people in 
2008 thought that the following factors would assist in giving up smoking: special 
clinic / stop smoking group, more tax on cigarettes, fewer outlets selling cigarettes.  
The largest increase was that four times as many ticked the Guernsey Quitline 
option, bringing this up from 10th to 5th in ranking of factors to help people quit 




Smokers and ex-smokers also endorsed these factors, agreeing that will power was 
the most effective, but for all the other factors smokers and ex-smokers were much 
less convinced in their effectiveness (Table 5.18).  In particular far fewer thought that 
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advice from a doctor / health professional, special clinic / stop smoking group, more 





When asked about smoking being harmful to health, there were clear distinctions in 
the attitudes of smokers, ex-smokers and people who had never smoked (Table 
5.19, Fig 5.6).  16-19% of smokers underplayed the risks or said they were unsure, 
whereas only 2-3% of people who had never smoked had any doubt that smoking 
was harmful, and the views of ex-smokers fell in between.  Not surprisingly, smokers 
were not particularly worried about inhaling other people’s smoke compared to non-
smokers.  Compared to the 2003 survey, there was a big shift in views on how 
smoking is harmful to health in 2008.  Apart from the 17% of smokers who still do not 
agree that lung cancer is linked to smoking, and a similar percentage who do not 
agree their smoking affects their family (which could be true if the smoking is done 
away from family), views on the harm smoking does were much more strongly held.  
The attitude to inhaling other people’s smoke was not much changed between 2003 
and 2008 (Table 5.20, Fig 5.7). 
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It is generally believed that people who smoke also drink, and this was found in the 
previous survey.  However in 2008 the pattern was a little different, as it was ex-
smokers that were more likely to drink on at least two or three days a week (Table 
5.21, Fig 5.8). 






There was a clear association between people who smoked and the body mass 
index (BMI, shown in Table 5.22, Fig 5.9).  People who smoked were more likely to 
be underweight or normal weight, and less likely to be overweight and obese, and the 
   40 
opposite was true for ex-smokers (combining the small numbers of under weight with 
normal weight, Pearson chi-squared = 10.64, df = 2, p < .01).  This result was similar 
to the previous survey, even though the categories of BMI have been changed for the 
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6.  DRINKING HABITS 
 
The survey asked about alcohol consumption and views on its reduction (see 
questions 29-32 in Appendix 2).  The question on the amount of alcohol consumed 
was revised to establish the number of units drunk on each day of the previous week 
(whereas the 2003 survey had asked about average consumption on a drinking day), 
and there were two new questions asking how often people had drunk more than 
they intended or their drinking had been a problem. 
 
Nationally recommended levels of alcohol consumption have been changing to put 
more emphasis on the quantity of alcohol drunk on one day rather than the weekly 
total.  The most recent change has been in terminology, using risk levels to describe 
alcohol consumption.  The notion of ‘safe’ drinking defined on a weekly total has 
been dropped, and what had been called ‘sensible’ drinking (men not regularly 
drinking more than 3-4 units per day and women not regularly drinking more than 2-3 
units per day) is now referred to as ‘lower risk’.  For those exceeding these 
recommended levels, the term ‘hazardous’ drinking has been replaced by ‘increasing 
risk’.  Higher risk drinking is the new term for those regularly exceeding 8 units for 
men or 6 units for women per day or 50 units for men and 35 units for women per 
week, which had been called ‘harmful’drinking (see Primary Care Service 




To enable comparisons, this report includes results using both old and current 
recommended levels of drinking. 
 
Frequency of alcohol consumption 
 
Overall one in five drank alcohol every day and a further 36% drank on two or three 
days a week. Men drank more frequently than women (Table 6.1), and patterns of 
drinking varied by age-group (Table 6.2).   
 





It was more usual for people aged over 45 to drink daily, and the younger age-groups 
drank alcohol less often, for example on two or three days a week.  Eight percent 
said they abstained from alcohol, and this varied from 14% of 65-74 year olds, down 
to 3% of people age 25-34.  The proportion of people drinking daily has decreased 
since 2003, for men from 31% to 26%, and for women from 22% to 17%, and this 
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Amount of alcohol consumed 
 
To be consistent with previous reports, the number of units of alcohol drunk refers to 
the average on a day when alcohol is consumed, so has been calculated by adding 
the number of units recorded for each day of the preceding week and dividing by the 
number of drinking days.   
 
On drinking days, the average amount of alcohol consumed seemed quite low, with 
just over half drinking one or two units (Table 6.5, Fig 6.3).  A quarter said they drank 
three or four units a day, and the rest (19%) drank 5 or more units a day.  Women 
were much more likely to be drinking lightly, and men were more likely to drink five or 
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Patterns of drinking differed significantly across the age-groups, with more older 
people having a couple of drinks, and more under 35 drinking larger quantities on the 
days when they drank (Table 6.6, Fig 6.4).  Age differences were seen for both 
genders (Table 6.7, 6.8, Fig 6.5, 6.6), but were accentuated for men.  Whereas very 
few (9%) women over 65 had more than a couple of drinks a day, nearly half the men 
(47%) drank more, although none of the men in this age-group drank more than eight 
units a day.  19% (7/37) under 35 year old men drank over 12 units a day.  Younger 
men were also more likely to be drinking between 5 and 12 units a day (43% under 
35, compared to 16% of women aged under 35, and 17% for all persons and all ages 
combined). 
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Total alcohol units in a week 
 
Prior to recommended daily alcohol limits, the definition of ‘safe’ drinking had been 
based on the weekly total of units of alcohol, with the safe limit being no more than 
21 units for men and 14 units for women.  As drinking patterns have shifted towards 
fewer and more heavy drinking sessions, these weekly limits could not be 
guaranteed to be safe, so the term has been dropped.  Nevertheless, weekly totals 
are included in this report to enable comparison with previous years. 
 
Adding up the units people recorded for each day, this survey showed that 20% of 
men and 11% of women were drinking above the old recommended weekly limits 
(Table 6.9, Fig 6.7, Pearson chi-squared = 9.13, df = 1, p = .003).  This was most 
prevalent for men aged between 55 and 64 (28%), and least for women under 35 
(6%).  Drinking above the weekly limit was also quite rare for men and women in the 
oldest age bracket (9% aged 65-74), but the age differences were not statistically 
significant.  See Tables 6.10 - 6.12 and Figs 6.8, 6.9. 
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Figure 6.9 - Percentage drinking outside weekly 



















































Comparison with England data 
 
Over time, the number of people drinking over the weekly limits in Guernsey had 
reduced and got closer to the England average, and the 2008 figures showed a 
continuation of the downward trend for Guernsey (Fig 6.10).  Comparable figures 
were not published for England in 2007 when the emphasis shifted to monitoring 
daily limits to drinking. 
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Amount of alcohol drunk on one day 
 
An alternative definition for sensible drinking is based on not regularly exceeding 3-4 
units for men and 2-3 for women per day, with the current terminology calling this 
‘lower risk’ drinking.  In 2008, survey respondents provided a daily record of units 
consumed, which was checked to see if the limit was ever exceeded in the previous 
week.  Not surprisingly there were more men drinking in excess of four units on one 
day than there were women exceeding three units on one day (Table 6.13, z-score = 
3.56, p < .001). 
 
Care should be taken when comparing 2008 results in Guernsey with those from 
2003, as there were differences in the way the alcohol units were gathered.  In 2003, 
both the question about frequency of drinking and the question on quantity presented 
categories for people to choose: with the units being 1-2 units, 3-4, 5-8, 9-12, more 
than 12.  The two answers were multiplied together to get units per week.  Given the 
available data in 2003, the daily drinking limit (now called lower risk) was based on 
the average number of units people said they drank on drinking days, rather than the 
highest number of units consumed on one day.  In 2008 the questions on drinking 
were slightly differently framed in order to be able to see the pattern of drinking 
through the week.  People were asked to write down the number of units drunk each 
day over the previous week.  A simple sum of these gave the weekly total, 
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average units could be calculated for each drinking day, and the risk level could be 
established by scanning the number of units each day.  It was hoped that the 2008 
format would get a more accurate total of units across a week.  The daily recording of 
units in 2008, compared to an average daily consumption recorded in 2003, is likely 
to pick up more people going over the daily limit. 
 
Compared to 2003 there were reductions in the quantity of alcohol consumed, for 
example, fewer people under 35 were drinking over 8 units on a drinking day in 2008 
(16% compared to 27% in 2003).  Also fewer were drinking above the old weekly 
limits (20% in 2008 compared to 30% in 2003 for men, and 11% compared to 16% 
for women).  This was because fewer women under 45, and fewer men of all ages 
drank over the old weekly limit.  The daily lower risk drinking limit was breached 
much more often in 2008, which is not surprising when comparing actual units drunk 
each day with the average that the 2003 survey provided.  More men (43% of men 
compared to 29% of women) were at increasing risk from alcohol, as they drank 
more than four and three units respectively on a drinking day.  Risky drinking was 
also more common among younger people, as 67% of men aged under 25 drank at 
increasing or higher risk levels, compared to 44% aged 25-64, and 33% aged 65-74.  
The corresponding figures for women were 39% under 25 drank at increasing or 




When asked about cutting back on their drinking, the great majority (91%) who kept 
within the old weekly limit did not want to change, whereas approaching half (45%) of 
those drinking above the weekly limits said they would like to drink less or stop 
(Table 6.14 Pearson chi-squared = 81.87, df = 2, p < .001).  Answers were much the 
same for men and women and quite similar to what was said in the 2003 survey 
(Tables 6.15, 6.16). 
 







   58 
Drinking style 
 
The same five drinking styles were used as in the previous survey.  Those who did 
not drink at all were classified as ‘abstainers’, and those who drank on fewer than 
three days a week were classified as ‘light (infrequent)’.  Of those drinking on most 
days, ‘light (frequent)’ represents those who drank on average 0.5 and 4.5 units a 
day, ‘ moderate’ is between 4.5 and 8.5 units, and heavy is 8.5 units a day.  This 
measure of drinking is perhaps less suitable to capture the shift towards younger 
people drinking quite heavily but not very frequently.  Whatever quantity infrequent 
drinkers consume they will always be classified as ‘light (infrequent)’.  In 2003 there 
were 1% of heavy drinkers, and in 2008 there were none.  As well as showing gender 
differences, this measure identified that across increasing age-groups there was an 
increasing proportion of daily drinkers, however in the oldest age-group these were 
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Moderate and heavy drinking among men has reduced over the last 20 years (Tables 
6.21, 6.22, Figs 6.13, 6.14).  The proportion of women who did not drink at all had 
been falling, but in 2008 seemed to have levelled out.  There was a continuing 
increase in the category of ‘light (infrequent)’ drinkers, but as already pointed out, 
although these did not drink every day, they may have consumed quite large 
quantities. 
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Table 6.21 - Drinking style over time for males in Guernsey 






(frequent) Moderate Heavy 
1988 9% (22/237) 44% (105/237) 28% (66/237) 13% (30/237) 6% (14/237) 
1993 12% (32/259) 42% (108/259) 29% (74/259) 11% (29/259) 6% (16/259) 
1998 6% (18/282) 44% (124/282) 38% (108/282) 9% (26/282) 2% (6/282) 
2003 6% (16/269) 63% (169/269) 22% (60/269) 6% (16/269) 3% (8/269) 
2008  6% (16/280) 69% (194/280) 19% (52/280) 6% (18/280) 0% (0/280) 
 
Table 6.22 - Drinking style over time for females in Guernsey 






(frequent) Moderate Heavy 
1988 22% (67/304) 46% (139/304) 29% (88/304) 2% (6/304) 1% (4/304) 
1993 26% (86/330) 50% (165/330) 21% (70/330) 2% (7/330) 1% (2/330) 
1998 13% (70/522) 62% (324/522) 22% (115/522) 2% (10/522) 1% (3/522) 
2003 8% (32/421) 71% (297/421) 19% (82/421) 2% (8/421) 0% (2/421) 
2008 10% (41/422) 74% (313/422) 16% (66/422) 1% (2/422) 0% (0/422) 
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Light (infrequent) drinkers are most likely to be happy with their level of drinking, and 





There were some quite distinct drinking patterns when these were tabulated by 
drinking style and desire to drink less.  The light (infrequent) drinkers had on average 
2 drinking days per week, when they consumed 3 units, making 7 units per week 
(Table 6.24).  Light (frequent) drinkers drank far more often (6.3 days per week), but 
only 2.5 units each day, making a total of 15.8 units.  Moderate drinkers had 6.0 
drinking days, with a much higher average consumption (6.2 units per drinking day) 
totalling 37.1 units per week. 
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Table 6.24 - Drinking days and alcohol units consumed by style of drinking (Mean) 
Style of drinking 
Number of days drank alcohol in 
the last week 
Average number of units alcohol 
drank per day (on days drank last 
week) Total units  
light (infrequent) 2.06 3.12 7.12 
light (frequent) 6.29 2.51 15.76 
moderate 5.95 6.21 37.10 




Table 6.25 - Drinking days and alcohol units consumed by cutting back on drinking (Mean) 
Would you like to reduce your 
level of drinking? 
Number of days drank 
alcohol in the last week 
Average number of units 
alcohol drank per day (on 
days drank last week) Total units  
no I do not want to change my 
present level of drinking 
alcohol 
2.89 2.78 8.54 
yes, I would like to drink less 
alcohol 
4.59 4.80 19.13 
yes, I would like to stop 
drinking 
3.00 8.92 29.50 
Total 3.11 3.15 10.28 
 
 
When asked what would help someone who wanted to reduce their drinking, will-
power came out on top (Table 6.26).  Although the alcohol reduction factors came 
out in a ranking, the big difference here was in the way each drinking style rated 
them – most of the light (infrequent) drinkers (76-90%) said the strategies would help, 
whereas 9-21% of light (frequent) drinkers thought they would help, and very few (0-
3.6%) of the moderate drinkers thought they would help (Table 6.27). 
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7.  WEIGHT AND DIET 
 
This chapter reports on perceived body weight and the body mass index, calculated 
from respondents’ self-reported height and weight (see bodyweight questions 11-12 
and 14-15 in Appendix 2).  Questions on diet asked about any changes that had 
been made, what barriers there were to healthy eating, and how healthy people 
thought their diet was.  There was a new question on the number of portions of fruit 
and vegetables consumed per day (see diet questions 3-6 in Appendix 2).  A 




About half thought they were normal weight or underweight, and half thought they 





There was not much difference in these perceptions between men and women 
(Table 7.2, Fig 7.1).  There were differences with age, as older age-groups reported 
greater bodyweight, until age 65-74 where there were fewer saying they were very 
overweight (Table 7.3, Fig 7.2).   
 










When looking at all three variables, some more subtle variations can be seen with a 
much clearer increase in body weight for men of increasing age, compared to women 
where there were more fluctuations with age, for example more women in the oldest 
group said their weight was about right (Tables 7.4, 7.5, Figs 7.3, 7.4).  Small 
numbers in these comparisons lead to large confidence intervals, for example for 
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The body mass index (BMI) was calculated by taking weight (Kg) and dividing it by 
height (metres) squared.  Over time the BMI cut-off points have evolved, and in this 
report the categories of BMI were changed to be in line with England definitions of 
overweight and obesity.  BMI scores have been categorised into underweight 
(BMI<18.5), normal (18.5-24.99), overweight (25-29.99) and obese (30 and over).  
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Obesity is now further divided into obese I (30-34.99), II (35-39.99) and III (40 and 
above) (9).  As in previous Guernsey lifestyle reports, pregnant women were excluded 
from analysis of body mass index.  The new definition of overweight and obesity 
makes little difference to the results for men, as only the underweight definition has 
changed.  The new BMI thresholds for women are higher, so in 2008 fewer will fall in 
the overweight and obese categories.  This needs to be borne in mind when looking 
at the trend data for women.  See Appendix 3 for results using the old definitions. 
 
There was a high correlation between people’s perceptions of their weight and the 
BMI score, tempered by a tendency to regard body weight as closer to normal than 
was indicated by the BMI (Table 7.6, Fig 7.5).  For example, the majority of people 
who were obese (according to BMI) saw themselves as merely overweight, and the 
majority of underweight people (according to BMI) said their body weight was normal.  
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Looking at the BMI score alone, over half (53%) the respondents were overweight or 
obese.  Differences between men and women were considerable (Pearson chi-
squared = 20.78, df = 5, p = .001) in that more men (60%) were overweight or obese 
compared to women (48%).  Twenty percent of men and 17% of women were obese.  
Women were more likely to be in the two highest categories of obesity, as 7% of 
women had a BMI score of 35 or more (Table 7.9, Fig 7.8).  BMI, like self-perceived 
body weight, increased significantly with age for both men and women, until the over 
65s where there was a small decline in the proportion who were overweight or obese 
(Table 7.10).  Half the male respondents aged 35-44 were overweight or obese, and 
this proportion increased to two thirds of older men being overweight or obese.  
Among women, the worst age-group was age 55-64, which had two thirds overweight 
or obese.  Tables 7.11, 7.12 and figures 7.10 – 7.12 show the results for men and 
women across age-groups. 
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Comparison over time and with England 
 
For men in the 25-64 age-band, there was a halt to the upward trend in overweight 
and obese people, but small numbers prevented these being statistically significant 
results from the 2003 survey.  After allowing for the change in BMI categories for 
women, the percentage who were overweight or obese has fallen considerably 
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among women in the oldest and youngest age-groups, but has not changed for 
women age 25-64.  Only 25% of women age 18-24 were overweight or obese (which 
would be 42% if using the old definitions), compared to 68% in 2003.  For women 
age 65-74, 48% were overweight or obese (or 65% using the old definitions), 
compared to 82% in 2003.  (Tables 7.13, 7.14, Figs 7.13, 7.14).  For these age-
bands the new definition of overweight and obesity created reductions of 12-17 
percentage points in the number of overweight or obese women. 
 
Table 7.13 - Overweight or obese males over time in Guernsey and in England 
 Age category 
Survey year 18-24 25-64 65-74 
Guernsey healthy lifestyle surveys 
1988 16% (3/19) 46% (80/174) 40% (16/40) 
1993 35% (8/23) 55% (96/174) 50% (24/48) 
1998 29% (4/14) 59% (115/195) 57% (25/44) 
2003 24% (4/17) 67% (136/204) 59% (22/37) 
2008 36% (4/11) 60% (122/204) 66% (29/44) 
England health surveys 
1993 26% (260/990) 62% (3112/5008) 66% (818/1249) 
1998 28% (231/825) 68% (3103/4597) 72% (853/1178) 
2003 30% (469/1553) 71% (1441/2023) 77% (409/532) 
 
 
Table 7.14 - Overweight or obese females over time in Guernsey and in England 
 Age category 
Survey year 18-24 25-64 65-74 
Guernsey healthy lifestyle surveys 
1988 30% (10/33) 44% (95/217) 57% (31/54) 
1993 33% (13/40) 47% (101/215) 64% (49/77) 
1998 35% (14/40) 57% (218/385) 67% (35/51) 
2003 68% (21/31) 61% (199/328) 82% (37/45) 
2008 25% (6/24) 50% (151/303) 48% (19/40) 
England health surveys 
1993 28% (284/1020) 51% (2712/5369) 62% (1023/1648) 
1998 29% (257/903) 57% (3004/5298) 65% (994/1529) 
2003 33% (571/1719) 61% (1449/2359) 68% (478/703) 
  
Note that figures from Guernsey surveys from 1988 to 2003 were based on the BMI 
categories given in Appendix 3, and that these differ from BMI categories used for 
Guernsey 2008 and England figures. 
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People’s perceptions of how their weight had changed, were that most had stayed 
the same over the previous three years (Table 7.15).  Women were more likely than 








When asked about making changes to consumption of certain foods, many said they 
had made healthy changes and were eating more fruit and vegetables, less fried/fatty 
foods, less processed/convenience foods and less sugary foods (Table 7.16, Fig 
7.15).  More women than men said they had made such changes, and older people 
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The government recommends a daily intake of five portions of fruit and vegetables.  
Nearly a quarter said they met the target, but this hid a low 17% of men and a high 
28% of women eating 5-a-day.  The worst age-group was 18-24 year olds where no 
male respondents in this age-band were meeting the target.  See Tables 7.17 - 7.21 
and Figs 7.18, 7.19. 
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5 portions or more
 
 
Most people thought they had a healthy diet with small numbers saying it was very 
healthy, or not very healthy (Table 7.22).  Quite a large proportion (14%) said they 
were unsure.  There was little difference between the sexes, but some interesting 
patterns emerged across age-groups (Tables 7.23 – 7.26).  Increasing numbers with 
increasing age said their diet was healthy, and it was the younger people - especially 
those under 35 - who were unsure or said their diet was not very healthy.  Compared 
to 2003 there has been a drop in the percentage thinking their diet was unhealthy 
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A list of possible barriers to eating more healthy foods was put to respondents.  
These were not heavily endorsed as many said they were already eating as healthily 
as possible.  The highest ranking barrier was lack of will power cited by a quarter of 
the people in the survey (Table 7.27).  More men said they didn’t enjoy or like healthy 
foods compared to women, but otherwise there were no significant gender 
differences (Table 7.28).  There was an association between these barriers and age, 
as more younger people claimed they prevented them eating more healthy foods.  
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8.  EXERCISE 
 
In the 2008 survey there were questions on the nature of daily work or activity, views 
on recommended levels of physical activity, frequency of undertaking moderate 
activity, and what factors prevented people from taking more exercise.  The 2008 
survey differed from the 2003 in asking about moderate exercise in the last week, 
rather than vigorous exercise in the last fortnight, and a question about the benefits 
of taking exercise was dropped (see questions 7-10 in Appendix 2). 
 
Three out of ten respondents said they were usually sedentary during the day or in 
their working life (Table 8.1).  A slightly lower number had active routines, lifting, 
carrying or climbing stairs, while the remainder had an intermediate level of activity in 
the day.  It was more common for men to be doing heavy work, with 19-25% of men 
in age-bands up to 54 doing heavy work, then falling for the older age-groups.  Over 
half the men (52%) under 35 led sedentary lives, which fell to 35% for those aged 35-
54 and 5% for those over 65.  For both sexes, most people (78%) aged over 65 said 
they moved around quite a lot in their daily routine.  Very few women were involved 
in heavy work or carrying heavy loads (0-4%), and there was much less variation in 
the activity women had in their daily routine from age 18-64.  The gender differences 




Over a quarter (26%) said they took part in sport or recreational activity of a 
moderate intensity for at least 30 minutes on five or more days in the previous week, 
thereby meeting the UK government target for physical activity (Table 8.2).  A similar 
number said they had exercised at this intensity on three or four days in the previous 
week.  21% said one or two days, and 27% said they had not exercised at this level 
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at all.  Slightly more men (29%) than women (24%) met the physical activity target 
(non-significant).  For both sexes, it was the youngest group who did best on this 
target (Table 8.3).  Performance fell across the next age-bands 25-44, then rose 
again for ages 45-64.  The amount of exercise was therefore good for older people, 
and particularly so for women age 65-74 for whom the percentage continued to 
increase with age.  Looking at the median number of times people undertook the 
same level of exercise, the pattern for men was a gradual decline until age 65-74, 
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Patterns of exercise are shown comparing perceived body weight and the body mass 
index (BMI) score (Tables 8.7, 8.8).  For both measures, the higher the body weight, 
the less often people took exercise.  This reduction in exercise with increasing body 





Many (42%) felt that the amount of exercise they got from work and recreation was 
not enough (Table 8.9).  This was significantly higher for women (47%) in the survey, 
while more men felt they had adequate (46%) or more than enough (19%) exercise 
(Table 8.10: Pearson chi-square = 12.45, df = 2, p = .002).  There is also an 
association between this variable and age, as more in the youngest age-group said 
they took more than enough, and in the oldest age-group far more felt the exercise 
they had was adequate (Table 8.11: Pearson chi-square = 20.34, df = 4, p < .001).   
 







The next tables only include people who said they did not have enough exercise, and 
show what were the barriers to taking more exercise.  Lack of time and lack of 
incentive stood out as the main reasons (Table 8.12).  There were some differences 
between men and women who felt they did not exercise enough, as more women 
cited lack of time and felt embarrassed or self-conscious about their body shape 
(Table 8.13).  Many of the barriers were affecting younger people, and seemed to 
have decreasing impact for older age-groups (Table 8.14).  In particular people of 
working age were much more likely to say they did not have time for exercise, and 
more people age 18-24 said that lack of money was a barrier. 
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9.  STRESS 
 
The survey asked much the same questions as in 2003, covering levels of stress, 
causes of stress, factors that might reduce worry and anxiety, and participation in a 
range of activities or organisations.  See questions 33-36 in Appendix 2. 
 
Very few said that over the last 12 months they were completely free of stress and a 
quarter said they experienced a large amount of stress (Table 9.1).  Significantly 
more men than women reported lower levels of stress, and more women than men 
reported a large amount of stress (Table 9.2: Pearson chi-square = 20.66, df = 4, p < 
.001).  The proportion of men reporting a small amount of stress or less was 42.5% 
(95% confidence interval 37-48%), compared to 30.7% of women (95% confidence 
interval 26-35%).  These figures had not changed since 2003.   
 
Stress was experienced differently for young and old (Table 9.3, Fig 9.1).  Those 
over 65 were much more likely to report low levels of stress, and among people of 
working age stress levels were generally higher.  Those aged 18-24 were most likely 
to say they had a large amount of stress (36% compared to the average of 25%).  
Men aged 25-54 reported quite high levels of stress, either moderate or, for those 
aged 35-44, one in three said they had experienced a large amount of stress.  Due to 
small numbers, particularly in the youngest age group, changes since 2003 do not 
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When faced with a number of factors that cause anxiety or stress, pressures at work 
came out top, as they were affecting 30% of people at least frequently (Table 9.6).  A 
small percentage (6%) said they were constantly stressed by pressures at work.  The 
table also shows how stress affected women more, for example twice as many 
women than men were frequently stressed by relationships within the family and by 
housing.  The same top five pressures were reported in the last survey (Table 9.7). 
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Table 9.7 – Top 5 factors that always or frequently cause anxiety 
Factors that cause anxiety In 2008 survey In 2003 survey In 1998 survey 
Pressure at work 31% 26% 32% 
Money worries 19% 16% 21% 
Staffing levels at work 19% 18% 21% 
Your family’s health 18% 15% - 
Relationships between family 
members 
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Those who had not spent much time on the island reported more stress from 
problems associated with living on an island (Table 9.8).  They were also more likely 
to feel stressed by the health of their families.  
 
When asked what reduced worry and anxiety, many people felt that discussing the 
problem with someone else (90%), resting or relaxing (85%), socialising (84%), 
taking exercise (81%), or prioritising problems (78%) helped (Table 9.9).  This was 
similar for both men and women.  There were some variations for young people in 
what they found helped to reduce stress.  Fewer people aged 18-24 than older 
groups found resting/relaxing and prioritising problems helpful, and more young 
people preferred to forget the problem and socialise with friends.  Young men were 
more likely to have a few drinks or have a cigarette, whereas young women were 
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 Another question relating to stress was to ask about regular participation in activities 
with a variety of groups and organisations.  Nearly a third said they did not take part 
in any such activities.  The most popular activity was sport, followed by church, social 
clubs, charity work, school, adult education, and voluntary organisations (Table 9.10, 
Fig 9.4).  Significantly more men than women took part in sports teams or clubs, 
social clubs and Euchre/whist/bridge.  Significantly more women then men 
participated in church, school, adult education and parish activities.  For some of 
these activities participation varied with age, for example school, adult education 
classes, voluntary/community and youth group activities had greatest participation 
from younger people and very little from those over 65 (Table 9.11).  Although sports 
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10.  SUNBATHING 
 
The survey included questions about the importance of having a suntan, the use of 
sun cream, getting sunburn, and actions that might reduce the risk of skin cancer 
(see questions 16-19 in Appendix 2). 
 
Most people (70%) said that having a suntan was not important (Table 10.1).  Having 
a suntan was more important for women compared to men in 2008 (Table 10.2: 
Pearson chi-square = 23.74, df = 3, p < .001), a difference which was not apparent in 
2003. 
 
Many people (59%) said it was a factor 15 sunscreen or above that they used most 
regularly (an improvement on the 44% using this factor level in 2003).  Nearly a 
quarter did not normally use sunscreen (the same as the 2003 figure).  There was a 
highly significant difference between men and women, with far more women using a 
high factor sunscreen, and more men not using sunscreen at all (Pearson chi-square 
= 88.01, df = 4, p < .001).  Compared to 2003, use of sunscreen had increased for 
women and decreased for men, so the gender gap has widened. 
 
A considerably high proportion (36%) had had sunburn in the last year.  There was a 
difference between men and women, in that more men said they had got sunburnt 
several times in the previous year (Pearson chi-square = 10.85, df = 4, p = .028).  
See Tables 10.3 – 10.5. 
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There are a number of recommendations for people aimed at preventing skin cancer 
and the survey asked about these.  Almost everyone thought it very important to 
keep babies out of the sun, and many also said that using sun cream and avoiding 
the midday sun were very important (Table 10.6).  Staying in the shade as much as 
possible, and wearing a wide-brimmed hat were considered at least fairly important 
by most people.  Males and the youngest age-group regarded some of these as less 
important, for example, men were significantly less likely than women to endorse the 
importance of staying in the shade; and significantly fewer young people of both 
sexes compared to all said it was important to wear a hat.  Other differences (not 
statistically significant) were that fewer young men thought it was important to keep 
babies out of the sun, fewer young men used sun cream; and fewer young people of 
both sexes said it was important to avoid the midday sun (Table 10.7, Fig 10.1, 10.2). 
 
In 2008, the proportion of people thinking that using sun cream is very important went 
up to 85% (compared to 78% in 2003).  Otherwise there was little change since 2003 
in these figures.  
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11.  PREGNANCY 
 
The survey included a question for women on pregnancy (see question 13 in 
Appendix 2).  Nineteen women respondents were pregnant at the time of the survey.  
Table 11.1 shows that two of these (11%) smoked and six (32%) were ex-smokers 





Looking at other lifestyle characteristics, those who were pregnant were very similar 
to women in the 25-35 age-group.  For example, 58% said they did not think they had 
enough exercise, and 42% undertook no moderate exercise or did so on only one 
day a week.  68% had less than the recommended five portions of fruit and 
vegetables a day, and 32% saw themselves as being overweight.  Alcohol 
consumption was very light for this group, and 37% were not drinking at all.   
 
79% said they led a fairly healthy lifestyle, and their average health state was 76 on 
the visual analogue scale.  Stress levels were quite high, as they are for women in 
their 20s and 30s, with none of the pregnant women saying they were completely 
free of stress, 42% experienced moderate stress levels, and 37% said they had 
experienced a large amount of stress in the last year. 
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12.  USE OF HEALTH SERVICES 
 
People were asked if they had attended various health checks and clinics, including 
blood pressure checks in the last five years (Table 12.1 – 12.13).  There were two 
new questions in 2008 about well man clinics and sexual health screening.  See 




Table 12.2 shows that 16% of men had attended a well man clinic. 
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Cervical screening had been done in the last five years for around 80% of women 
age 25-64 (Table 12.3).  Coverage of cervical screening was similar in Guernsey 
compared to England for women aged 35-64, but was higher in Guernsey for 
younger people (the England figures fell to around 70% for women aged 25-34, and 




Tables 12.4 and 12.5 show breast mammography by age.  A high proportion of 
women aged 50 and over said they had had breast screening in the last five years 
(94%).  This was high when compared to the actual uptake figures in England where 
only 73% of women age 50-70 had been screened in the same time frame (10). 
 





Many people of all ages said they had attended routine health checks, although the 
proportion increased with age (Table 12.6).  As already mentioned, attendance at 
well man checks was comparatively low, and there were similar figures for the use of 
private health checks (Table 12.7).  There was a clear age gradient for other types of 
clinic, with more older people attending ‘Chest and Heart’ screening (Table 12.8), 
and having their blood pressure checked (Table 12.12).   
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On average 85% had had their eyesight tested, this was around 60-70% of people 




88% had been to a dentist, and there was little variation across age, although 15-
16% of people under 35 said they had not seen a dentist in this time (Table 12.10).  
Compared to 2003, there had been an increase in the younger age-groups having 





Sexual health screening was attended more by younger people, for example by 
around a third of people aged under 35 (Table 12.11). 




As well as more people having their blood pressure checked as they got older (Table 
12.2), increasing numbers with increasing age were told that their blood pressure 
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Subject: Fifth ‘Healthy Lifestyle’ Survey 2008 
 
The Primary Care doctors in Guernsey have once again agreed to collaborate with the 
Health and Social Services Department on the above Survey, 
 
This is conducted every five years and is our main way of knowing how the health 
status of the island is changing, and how well we are targeting our true ‘health needs’. 
 
The Health and Social Services Department has a new University partner, the 
University of Kent who will be doing all processing ‘off island’ and ensuring highest 
standards of confidentiality. 
 
Your name has been selected from this Practice, and we hope that you will complete 
this confidential questionnaire and return it in the envelope provided to the Health 
Promotion Unit.   You will note the questionnaire contains a number, but this is only 
so that we can send a ‘reminder’ to those who have not completed this by Monday 
10
th
 November 2008 (with a cut off date of the 17
th
 November 2008). 
 
This number will only be known to this Practice, and the Health and Social Services 
Department will have no way of identifying you from your returned questionnaire. 
 
We would therefore encourage you to complete the questionnaire and return it before 
Monday 10
th
 November  2008. 
 
If you do not wish to take part please return the blank (non completed) questionnaire 
in the envelope provided. 
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Appendix 2 - Questionnaire 
 
The Fifth Guernsey 
























Health Promotion Unit 
Public Health Directorate 
Princess Elizabeth Hospital 
St Martin’s 
Guernsey GY4 6UU 
Tel 707311 
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Appendix 3  Body Mass Index (BMI) categories used in previous reports 
 
In chapter 7, the body mass index (BMI) has been categorised in the manner 
currently used in England.  This marks a change to previous Guernsey reports, when 
there were different cut-off points for men and women.  In order to compare the 2008 
Guernsey figures with previous surveys, two key tables are given below using the old 
BMI categories (Table A3.1, A3.2).  Men were categorised as underweight if BMI was 
less then 20, normal (20-24.99), overweight (25-29.99) and obese (30 and over), 
whereas women had been categorised as underweight if BMI<20, normal (20-23.8), 
overweight (23.8-28.6) and obese (>28.6) (12).  In 2008, pregnant women have been 
excluded from analysis of body mass index in order to be consistent with previous 
Guernsey reports. 
 
 
 
 
